
cause distress and distention. Such patients do not
endure cold drinks well. Hot alkaline aqueous solutions
and hot liquid food are best tolerated to begin with.
A rise of temperature, pain, distention and a blocking
of the drainage-canals follow in too early and forced
feeding. Pus is forced into other abdominal recesses
with enlarged patches of peritonitis and adhesions.
The position of the patient should also be considered
if there has been a considerable amount of pelvic work-
done not requiring drainage, and especially if there is a
prolapsed stomach elevating the foot of the bed will
assist restoration of position and function of the stom-
ach and intestines, often avoiding the possibility of
adhesions within tbe pelvis. Hepatic and splenic kinks
of the colon may be overcome at times by this procedure.
Many cases should be observed for weeks and months
after opération, especially cases of visceroptosis and
membranous pericolitis associated with colitis, as by
selecting the diet for the patient and insisting on proper
exercise and support for maintaining Ihe tone of the
abdominal muscles and a suitable course of trealnient to
overcome the colitis, symptoms formerly (Ik- outgrowth
of this disease will, as a rule, be permanently removed.
1020 Donaldson Building.

ERYSIPELAS
CLINICAL OBSERVATIONS ON 800CASES,INCLUDING95

TREATED BY BACTERIAL VACCINE AND 20
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NEW YORK

The observations which follow are drawn from my
experience with 800 cases of erysipelas which have been
under my care in the erysipelas wards of Bellevue Hos-
pital during seven periods of service from February,
1909, to April, 1913, an aggregate of forty-two weeks.

DURATION

So many claims have been advanced for the efficacy of
various forms of treatment in limiting the duration or
extent of this disease, that I have had especially in mind
to determine the average febrile period of various forms
of erysipelas (drawn from a large series of cases prac-
tically untreated), in order that there might be a back-
ground on which the effects of treatment might be
contrasted. In reckoning the febrile period, I have
counted the days from the onset of the disease until the
rectal temperature has remained at or below 100.
1. Uncomplicated facial erysipelas cases (500) ran an

average duration of 6.77 days.
2. General body and migratory cases (fifty-six) aver-

aged 14.44 days.
3. Leg cases(thirty-three) averaged in day», 10.88.
4. C.plicated eases (21 I ). including facial, body and

extremity types of cases in which there was concurrent
disease, that is, septicemia, extensive ccllulitis, mas-

toiditis, empyema, tuberculosis, rheumatism, pneumonia,
acute alcoholism, etc., wore so variously influenced by
the complication that an average duration loses signifi-
cance. But in these cases the average duration is about
two weeks
From year to year there was some variation in dura-

tion. That is, in 1910 and 1911, the average in days for

facial cases was 7.3, whereas in 1913 il was but C.3. In
making Up these averages there were numerous rases
which lasted only two, three or four days, as well as a
number which lasted ten, twelve or rarely twenty days.

FEVEB
The temperature in the facial eases usually was high,

thai is, from 102 lo 101, was remarkably remit lent and
irregular in type in the majority of cases and tbe ter-
mination was by lysis. The temperature curve in quite
a number of them resembled that of tobar pneumonia,
rising abruptly to 101 or 105, and there remaining for
from live to seven days and falling suddenly as the
disease deferveseed by a typical crisis. Afebrile cases arc
rare but I have records of eight such cases of typical
facial erysipelas, or 1 per cent, of Ihe series.

OCCUU1U5NCE

Sew.—In our cases at Bellevue among adults, males
were affected more often than females in the ratio of
2:1, due, undoubtedly, to their greater exposure to
inclement weather, their greater liability lo face and
scalp wounds, their addiction to alcohol and to less
cleanly habits.
Season.—Numerically, erysipelas is a disease of the

colder and spring months, for in contrasting my periods
of service in liVbriiary and March with those of August
and September, tbe former showed two and one-half
times as many cases as the latter; especially was Ibis
true of the facial type of cases which were thrice as
numerous in the colder months. The prevalence of coldsin the head with abrasion of the nasal mucous mem-
brane often affords a point of entry for Ihe infection.
Age.—Infants (under 2 years of age), sixty-three

cases, approximately, 8 per cent. Children from 2 to
16 years, approximately, 1 per cent. Adult» from 20'to
55 years, approximately, 88 per cent. ,

ET IO l,0( IV

The point of entrance of the infection in facial typeof cases, which number nearly seven-eighths of all, was
through the nasal mucosa in the great majority, who
gave a history of a preceding coryza. In others Ihere
were abrasions or wounds of Ihe face or scalp, from
operations on the nose, from operations for masloid
disease, from eczema of (he scalp in infants, etc.
The cases in which there was a wide-spread body

involvement either were migratory from the face or
extremities or, as was common in infants, began with an
infection of the umbilicus, an irritation of ihe buttocks
and vulva or originated about operative wounds of the
chest or abdomen. Leg ulcers and wounds accounted
for the cases which •developed on the extremities,

ONS1ÏT AND COUÜSI0

Chill», general malaise, headache and rise of tempera-
ture generally ushered in an attack, and preceded the
appearance of the local lesion by from twelve to twenty-
four hours; although in many cases the pain, burning
and redness of the skin were the firsl symptoms noted by
Ihe patient. Vomiting had occurred in only a few of
our cases.
The febrile movement anil the durai ion in the average

eases has already been mentioned: Typical facial ery-
sipelas which starts at the bridge of flu» nose and spreads
in butterfly pattern rather symmetrically over the cheeks,
may remain thus limited, but in many cases it proceeds toinvolve the ears, the forehead. Ihe scalp and the neck,
down to but not beyond the collar-line, except in the
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small percentage of cases which are of the migratory
type. The characteristic appearance of the lesion, the
early bleb-formation and the succeeding desquamation,I shall not attempt lo describe.
Erysipelas, which starts on the face or trunk and

spreads to the extremities, usually tra\'els down both
arms or legs with remarkable symmetry from day to day.
Naturally, erysipelas which begins low on an extremity
travels upward toward tin- trunk, the only direction in
which if may extend, but I do not believe that this is at
all influenced by the lymphatic flow, for 1 believe that
one of the most important points about erysipelas is thatit spreads as easily in directions counter to the lymphatic
current as with it and that this fact is valuable in
differentiating it from the redness of a cellulitis or

lymphangitis. The advancing border, too, is usually
irregular, with tongue-like projections.

SEQUELAE AND COMPLICATIONS

Superficial abscesses in the eyelids are very frequent
and often there are collections of pus deeper in the
cellular tissues of the areas over which the erysipelas has
traveled. In other cases septicemia develops with the
formation of metastatic abscesses.
Pneumonia is a frequent concomitant, especially in

the winter season and among those addicted to alcohol.
Nephritis, as shown by albumin and casis, was often a

feature of cases in which high temperature was present,but the three deaths due to nephritis were in cases in
which nephritis already was chronic.

It Ii LA P.SIC AND BEOÜKBENOE
Both are notoriously common in this disease and it

would seem that, as in pneumonia, the result of the
infection was to lower resistance, rather than to confer
¡i lasting immunity. More than 10 per cent, of our
cases gave a history of one or more previous attacks and
I feel sure that more careful histories would show a

much larger number of such patients. Several patients
had had as many as six previous attacks.

CONTAGION
Is erysipelas an easily communicable disease? In my.

"pinion and experience, it would seem to be not more
so than streptococcus and staphylococcus wound infec-
tions, cellulitis, abscesses, etc. Undoubtedly erysipelas
<s inoculable from one part of the body to another and
from one patient to another, given a point of entry, butWith modern aseptic precautions this should occur no
Wore often than does the infection of a clean wound from
a Suppurating wound in the next bed in a surgical ward.
My reasons for this opinion are as follows : In our 800

cases there were only four which suggested contagion; in
("llN a male nurse, who had worked for several months in
II ward with twenty erysipelas patients contracted facial
erysipelas after a cold in the head. The other three
developed before entrance to the hospital and were in
children; one nursing infant contracted erysipelas from
lls mother; the remaining two were in children under4 .Vears of age whose mol hers were coincidently affected.It is significant that no more than three cases of
laniily contagion occurred in a. series of 800, drawn
largely from crowded tenement conditions of life; espe-
cially when.one considers that very many of the patients
Remained in their homes during three to live days of,lu' disease without any isolation, and also that manyreturned to their homos while desquamation was still in
Progress.

Mothers frequently continue to nurse their infants in
our wards while the infants are passing through an attack
of erysipelas, and yet no mothers have contracted the
disease. No cases of erysipelas developed in our wards
among the very numerous cases of cellulitis and lym-
phangitis which were admitted under erroneous, diag-
noses. No cases developed among any of the visitors,
nurses or doctors with the exception of the case previ-
ously mentioned.

MORTALITY
In the series of 800 cases there were ninety-three

deaths, or 11.625 per cent. The distribution according
to sex and age was as follows :

Adult niales, 480 cases with -III deaths or 10.-21 per cent.
Adult females, 257 cases with 19 deaths or 7.4 per cent,
Infants (under 2 year»), (ill cases with 25 deaths or 30.7

per cent.

According to the lesion the mortality varied as follows :

Facial casos, Í500 with 27 deaths or f>.:!8 per cent.
Body cases. 56 with 28 deaths or 50.0 per cent.
Leg cases, 33 with II deaths or 27.3 per cent.
Complicated cases, 211 with 29 deaths or 13.7 por cent.

The type of the disease usual among infants is of the
migratory or general body form and hence the mortality
is highest among them. As to the facial type of cases
it is noteworthy that in the 173 cases in adult women'
there were but three deaths, or 1.73 per cent. Addiction
to alcohol, so common among adult males, accounts in
part for the great discrepancy, between the sexes, as it
predisposes to acute alcoholism and pneumonia as well
as intensifies the toxemia of the disease.
The causes of the ninety-three deaths so far as they

may be clinically differentiated, seem to fall under the
headings which follow, although the alcoholism and
toxemia cases were often combined.

Toxemia of erysipelas.36
Septicemia .11)
Pneumonia .lti
Nephritis. 3
Endocarditis. 3
Acute alcoholism.Hi

DIAGNOSIS

The diagnosis of typical facial erysipelas is usually
easily made from tbe characteristic skin appearance, the
fever, the bleb-formation and the desquamation, but even
here cases arc frequently sent in as those of erysipelas
when there is merely an area of inflammation about an
infected scalp or forehead wound. Erysipelas of the legs
or arms or body, unless it be in cases which have extended
from the head, presents much more difficulty in diag-
nosis and I believe that it is often impossible to differen-
tiate cases of erysipelas in Ihe leg from cases of cellulitis
or lymphangitis.
Certainly in my experience, about half of all the

so-called cases in the leg which were admitted to the
erysipelas ward were cases of cellulilis pure and simple,
and were at once cleared up either by wet dressings or
on giving exit to the pent-up pus, and yet these very
cases may have been pronounced erysipelas by competent
surgeons and had been transferred on account of such
a diagnosis from surgical wards in various hospitals of
this city. A visit to the erysipelas wards during August
and September when, as has been said, cases of the facial
type are much less numerous, rather gives the impression
Huit the wards are those in which patients with cellulitis
of the legs and suppurating wounds are being treated.
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The great difficulty in making a diagnosis when ery-
sipelas starts on the extremities or the trunk lies in the
fact that, in these cases, \\\r advancing bonier is usually
less well defined and elevated than in Ihe facial type of
cases, perhaps from the presence of a larger quantity ofsubcutaneous areolar tissue, which is able t<> accommo-
date the thickened deeper layers of the skin, without
causing marked elevation of the margin.

IUEATMENT
Internal Medication.—The administration of iron and

of quinin has been long recommended for erysipelas and
we have used these remedies in many cases without, see-
ing any striking beneficial results. In fact the iron often
deranges the already enfeebled digestion. Por ibis rea-
son in most of our cases no interna] medication was
prescribed aside from sedatives, stimulants and cathartics
as might bo needed.
Local.—The routine treat nient for cases of facial ery-

sipelas in our wauls consists in the use of continually
wet cold compresses. Beside each lied is a bowl of
boric-acid solution in which ice is placed and cloths
frequently moistened with the solution are continuously
kept on the face. This method is simple, cleanly, harm-
less to the eyes, inexpensive and seems effectually to
relieve the pain and burning in the affected area. Pol
.cases in which the leg or arm is involved, wet dressings
of boric acid or aluminum acetate are used.
The use of local applications in migratory cases in

which there is involvement of the body is more difficult
and indeed wet dressings would bolb he uncomfortable
and, in the cold months, might predispose to pneu?mania; usually no attempt is made to cover these areas,
but occasionally ichthyol is applied or the areas are
painted with picric-acid solution.
The use of solutions of phenol (carbolic acid), nier

curie chlorid, etc., is (langerons and does not limit the
spread of the lesion and accomplishes no more than plain
water or boric acid. We have painted Ihe area and cir-cumscribed if with pure phenol, with strong tincture of
iodin, with ichthyol, with collodion and with picric acid,
only to behold the erysipelas spread readily and rapidly
beyond these barriers, unless the ease were itself a ver\
circumscribed one, as is often encountered on the face or
neck. Phenol, 1 :40, we have injected into and under ihe
skin at a distance from Ihe advancing margin, but in
each case Ihe disease advanced beyond this line at one or
more points, and in one case there resulted a verv ugly
slough of the skin al. the site of the injection. Ichthyol,
which is the most widely \\<ci\ local application, does not
give the patient, as much relief as cold compresses and
besides ¡I is dirty and not curative.

VACOINB TREATMENT

Through the kindness of Dr. T. W. Hastings and Dr.
l'User of tbe Cornell University Medical College Labo-
ratory, and of Drs. Youhuul and Köchin of the llellevue
Hospital Laboratory, who prepared vaccine for us, we
were enabled to use vaccines in ninety-five cases out of
the eight hundred.
Mortality.—Of the ninety-live vaccine cases, sixty-four

were, on admission, of an uncomplicated facial type and
there were four deaths; (hirt.y-one were of the leg or
body type and showed seven deaths; a mortality of Ll.fi
per cent, in tbe ninety-live vaccine cases as against 1 lA>2~>
per cent, in the whole series of eight hundred cases.
Duration.—The average febrile period in the sixty-

four vaccine cases of the facial type was 7.8 days; the

average in days of the Ihirty-one cases of ihe body and
leg type was 15.1 days. Both these figures are slightly
larger than in the whole series of eight hundred cases,
as before noted.
Immunity.—Four patients had recurrent attacks of

erysipelas within from two to ten days after the attack
during which they had been given from five to seven
increasing doses of vaccine.
Limitation of Lesion.—In cases in which there was

localized facial erysipelas on admission, in which vaccine
treatment was then instituted, at least serven developed
the migratory form of the disease which spread down
over (he body.
Effect mi Symptoms.— No constant or significant

effects were to be noticed either in the temperature curve
or in the symptoms of the disease after these injections,and such irregularities as occurred on the charts were to
be found on many charts of untreated cases which wore
in the wards at the same time.
Complications.—Cellulitis and abscesses occurred in

some of the vaccine cases as in those not so treated.
Preparations ami Dosag-e of ¡'meines Used.— In 1909

slock erysipelas vaccines prepared by Drs. Hastings andElser from a virulent case, were used as follows:
Dr. Bastings' vaccine at intervals of two and three

days, in doses ranging fr<.i minimum initial dose of
1") millions up to a maximum final dose of 300 millions.
One facial case, after receiving on the fourth, fifth,
sixth, seventh and eighth days, respectively, 30, (Î0, 90,
225 and 300 millions, had an immediate relapse and
run a total fever duration of fourteen days. Dr. Elser's
vaccine was given daily in constant dosage of only (!
millions.
In 1910 we used a slock vaccine from a virulent case,

in daily doses of 10. 2(1, 10 millions, thereafter continu-
ing al. in millions.
In L913 Dr. lloehni prepared a polyvalent vaccine of

a number of strains of streptococci from cases of ery-
sipelas which was given in daily increasing doses; thus
10, 20, 30, 50, 80 millions, rarely exceeding 5(1 millions.
In 1912 Dr. Youland made up a similar polyvalent

vaccine from ten d i lièrent strains of erysipelas strepto-
cocci. This was given in daily doses, beginning with 5
10. g0, 30, 50, SO millions, rarely exceeding 50 millions.
Also a few patients were given one single dose of loo
millions of ibis vaccine.

I'll Yl.AcotiliN TREATMENT
In February and March of 1913, Parke, Davis & Co.

volunteered, through their representative, Dr. Waldecker,
to supply us with their Erysipelas Phylacogen for trialin a series of cases. Their representative personally
superintended the selection of cases, and the adminisfra-
tion of the Phylacogen. As the Phylacogen was used
only in one season and not over a period of years we must
contrast ¡I wilh (he statistics of all cases in the waids'al.
the same 1 ¡-me.
ñlorlalilij.— \\r bad a total of one hundred eighty

cases of erysipelas with nineteen deaths, or 10.(i per cent.
Tin- twenty Phylacogen cases showed two deaths, or 10
per cent. Of the Phylacogen cases sixteen were of Ihe
facial type, the,treatment usually being instituted on the
second, I bird or fourth day.
Duration. The average febrile duration was 6.5 days,

whereas in Ihe same period there were 115 facial cases
nol treated, which showed an average duration of 6.3
days. The lour Phylacogen eases of the body type had
a duration of 15.75 days, against an average of 13.1 days
in the remaining 17 eases not so treated.
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That neither immunity nor limitation of the disease
were afforded in the Phylacogen cases is instanced by
the following :
One man, C. B., during his first attack of facial ery-

sipelas received three injections of, respectively, 2. I and
(i c.c. of I'hyhicogen and was readmitted a few days later
with a recurrent attack.
A strong laboring man of alcoholic habit received on

the third, fourth, sixth, tenth and nineteenth days of the
disease, respectively, 3, 7, 10, 10, 10 c.c, but the disease,
at first limited to the face, later' spread over the whole
body and extremities, with pus formation about the elbow,
and death resulted on the twenty-second day.
Effects.—After administrai ion of the Phylacogen I

could see no constant influence on the temperature. In
some cases there was an immediate rise, followed next
day by a fall; in others the temperature rose and
remained higher; in still others (here was no change.
In a number of cases the area of injection was very pain-
ful and complaint of it was made by tbe patients.
Enquiries made as to the subjective symptoms showed

that a few of the patients felt chilly after the injection,
hill as concerned relief of pain or discomfort I could
elicit no difference between those treated by Phylacogen
and those not so treated.
Administration.—The injections of Phylacogen weie

uuule subcutaneously on successive days, beginning with
2 c.c. and increasing 2 c.c. daily up to but not exceed-
ing ]() c.c, which last dose might be repealed. Just
what is represented by this dosage I do not know, for I
was not informed.

CONCLUSIONS
1. Facial erysipelas is a self-limited disease with an

average febrile course of less than seven days; therefore
any remedy employed must have an immediate effect if
't is to influence the course of Ibis form of erysipelas,
¡is many cases do not come under observai ion until the
third or fourth day.
2. Vaccine treatment, as administered in the preced-

ing series of ninety-live cases, will naturally be open to
much criticism by enthusiasts in vaccine therapy, and it
"uiy be said by one or another that the preparation orthe dosage, or the intervals were incorrectly planned
a'u| administered. In answer, I can do no more Iban
Submit the results as seen in Ihe ninety-live vaccine eases
ni the series of eight hundred cases and refer again to
the fact that (lilferent preparations, doses and intervals
yore to some-extent tried out. The difficulty of obtain-
lng cultures and preparing autogenous vaccines and theBhort duration of the average case, render this form of
vaccine very difficult to employ.From our experience with vaccines in erysipelas l
"U|sl state that the duration of the disease was not at all
lessened, the mortality remained at the same level, and
'here was no immunity guaranteed against recurrence,against spreading of the lesion, nor were complications,Bu(?h as cellulitis and abscesses, prevented; from the
Paiements furnished by the patients, moreover, I could
no1 gather thai there was any amelioration of the sub-jective symptoms.
.->• By inference from the series of twenty eases treated

oí, h Phylacogen, the same conclusions must be drawn,ihe average duration was as usual, the mortality prac-"(,;l"y the same, relapses and recurrences also occurred
.

M(l pus-formation and spreading of the disease occurredln the usual proportion of eases.
Ufi East Eightieth Street.'

TUBERCULOSIS OF THE GENITAL ORGANS
IN CHILDREN
OLIVER LYONS, M.D.

DENVER

We understand by this title the localization of tubercu-
losis in the prostate, seminal vesicles, epididymis or
testicles. The results of a large series of necropsies by
a number of observers show that in children tuberculosis
is present in a large percentage of cases. During the
first four months it is rare, but it increases rapidly as

age advances. In almost every case in which it is found
post mortem in the first six months of life, it is thought
to be the cause of death, while in older children it is
frequently found at necropsy when they have died from
other causes. Even in children, tuberculous lesions of
the genital organs are no longer museum curiosities, and
should receive careful consideration in the classification
of diseases that are known to affect these structures.
As a result of the advance in pathologic, histologic and

bacteriologic investigation we are able to demonstrate that
such cases are to be found and have no restriction as to
months or years of life. The frequency, however, with
which tuberculous disease of the genital organs occurs
in children is still a disputed question.

11 utinel and Dcschamps assert that it is as common in
infants as in males after puberty. Broca found forty-
four in 4(1,000 cases examined in hospital patients.
Jullian found seventeen cases in 5,560 patients in
private practice. It would, therefore, seem to be most
frequent in private practice.
Tuberculous disease of the testes has been observed at

all ages. Dreschlild reports a congenital case; Ashy
one at 7 weeks, and Jullian one at 1 month. Bacillary
localization in a child is rare, due no doubt to the fact
that the testes in children are latent organs^ having a
scant blood-supply and not so predisposed to blood
infection.
According to our theory of tuberculosis of the male

genital organs, it is much more common after than
before puberty, for it is a well-known fact thai tubercu
losis is more likely to affect parts in which growth and
physiologic functions arc most active, as for instance (In-
long bones in children. If the internal secretion of the
male genital organs is of any importance in the develop-
ment of Ihe child, there is no evidence of this activity in
the histologie examination of the glands until the age of
puberty is reached and the organ prépaies itself for its
active sexual life. Clinically, the more frequent occur-
rence of genital tuberculosis between the ages of 20 and
40 would seem to substantiate this theory, for at this
period the physiologic activity of the generative organs
is at its height.
These organs also at this time of life are more prédis

posed to injury and infections which so frequently pie
cede tuberculosis in these regions. In ninety-three cases
involving the testes in children reported by a number of
authors, forty-four were under 2 and forty-seven over 12
years of age; that is to say, about half of Ihe cases occur
in the lirsl period of childhood.Generally it is localized in one testicle ; however it often
affects both. In the first period of childhood it occurs
nearly as often on one side as the other, hut after the age
of 12 it occurs more frequently on the left side. This
is thought to be due to disturbed circulation during walk-

Read in the Section on Genito-Urinary Diseases of the Ameri-
can Medical Association, at the Sixty-Fourth Annual Session, held
at Minneapolis, June, 1913.
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